Introduction: Chemical warfare agents (CWAs) still are an immanent threat on the military and civilian population. The use of CWAs in wartime or as a terrorist weapon was demonstrated in recent years, and resulted in numerous physical and psychological casualties, and a grave psychological impact. The Tokyo subway sarin attack on 1995 exemplified the vast impact of chemical terrorism in general and the use of CWAs as a terrorist weapon.
1 This event was the trigger for many countries and health authorities to establish preparedness programs to mitigate such an event. As part of the medical management of such an event, medical teams are expected to encounter CWA casualties, in the field or in hospitals.
2 However, most physicians are not prepared or educated for the specific toxidromes and treatment protocols of CWA poisoning.
3 Moreover, the psychological implications of coping with CWA casualties also should be considered, meaning that these scenarios are perceived as unique, and differ from the regular trauma casualties these medical teams are used to manage. 4 A survey indicated that whereas 80% of physician respondents were willing to participate in the diagnosis and treatment of bioterrorism cases, only 21% believed that they were prepared to handle the cases. In this sample, there was a dramatic increase in knowledge (31%). Data regarding the effect of CBRN education showed that Web-based learning showed no increase of knowledge, 6 thus, it might imply that passive, Web-based education is not enough. Information probably should be transferred by other means such as lectures and hands-on training.
Medical experience had a positive impact on the baseline attitude toward chemical casualties. However, after the training, the non-experienced had a significantly higher increase in attitude score, resulting in similar endpoint scores. This baseline difference was attributed to knowledge and self-perspective regarding capabilities. These findings might demonstrate the importance of training, as it has a positive impact on experienced and non-experienced personnel to achieve similar attitude scores albeit they start on different levels. Interestingly, there was a different effect of age on attitude.
These data exemplify the positive effect of a more elaborated training consisting of both lectures and hands-on training with full protective gear. Attitude scores demonstrated that training has a significantly positive effect on attitude, more prominent on the non-experienced group, and mainly on knowledge and self-perception domains. Although baseline scores were different between age groups and experience groups, at the end of the course,
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scores of different groups were similar, implying that CBRN medical training is an equator of attitude toward a chemical event. This equality of scores might reflect a similar level of preparedness toward managing a chemical warfare casualty indicates the importance of such education and training. Conclusions: Training such as the described CBRN course has a significant positive impact on attitude of physicians toward treating a chemical victim, mainly on knowledge and self sense of capabilities. Medical experience is a contributor for positive attitude, however, after the CBRN course, attitude scores were similar for all groups.
Introduction:
The US Institute of Medicine reports that, "Explosions are by far the most common cause of casualties associated with terrorism." However, there have been no successful terrorist attacks in the US resulting in mass injuries and deaths since 11 September 2001. While a terrorist bombing is a predictable surprise, medical preparedness for events that have not occurred for eight years pose challenges to motivation and prioritization. This work describes the Centers for Disease Control and Prevention (CDC's) planning strategies to meet those challenges, and programs to disseminate this information. Methods: These initiatives are designed to acquire, disseminate, and utilize knowledge about clinical and health system challenges in responding to terrorist bombings. This work was accomplished by collaborating with a wide range of partners including: key health system leaders who responded to bombings internationally, non-governmental health organizations, and federal agencies. Results: Joint meetings of US and international medical responders from New York City, Boston, Washington DC, Chicago, San Francisco, Los Angeles, Delhi, Israel, London, Madrid, Mumbai, and Pakistan were convened to learn about the medical response to terrorist bombings. Terrorist bombing challenges common around the world were identified, including triage, casualty distribution, standards of care, and healthcare system resilience. A course on clinical care of bombing victims, guidance on surge capacity for terrorist bombings, and a bomb injury surveillance tool was developed and disseminated. Conclusions: The CDC, in cooperation with a wide range of partners, developed and disseminated new knowledge about challenges, and proposed solutions for the medical response to terrorist bombings. This work has applicability in the US and internationally, and to all mass-casualty events. The next steps include developing a health systems terrorist bombing preparedness course, implementing surge capacity guidance, utilizing the bomb injury surveillance tool, and building on successful international collaborations. Keywords: collaboration; international; preparedness; surveillance; terrorism 
